Background: The complex process of discharging patients from acute care to community care requires a multifaceted interaction between all health care providers and patients. Poor communication in a patient's discharge can result in post hospital adverse events, readmission, and mortality. Because of the gravity of these problems, discharge planning has been emphasized as a potential solution. The purpose of this paper is to identify communication barriers to effective discharge planning in an acute care unit of a tertiary care center and to suggest solutions to these barriers. Methods: Health care providers provided comments to a single open-ended question: "What are the communication barriers between the different health care providers that limit an effective discharge of patients from Unit 36?" We conducted qualitative thematic analysis by identifying themes related to communication barriers affecting a successful discharge process. Results: Three broad themes related to barriers to the discharge process were identified: communication, lack of role clarity and lack of resources. We also identified two themes for opportunities for improvement, ie, structure and function of the medical team and need for leadership. Conclusion: While it was evident that poor communication was an overarching barrier identified by health care providers, other themes emerged. In an effort to increase inter-team communication, "bullet rounds", a condensed form of discharge rounds, were introduced to the medical teaching unit and occurred on a daily basis between the multidisciplinary team. To help facilitate provider-patient communication, electronic transfer of care summaries were suggested as a potential solution. To help role clarity, a discharge coordinator and/or liaison was suggested. Communication can be enhanced through use of electronic discharge summaries, bullet rounds, and implementation of a discharge coordinator(s). The findings from this study can be used to aid future researchers in devising appropriate discharging strategies that are focused around the patient and inter-health care provider communication.
Introduction
The complex process of discharging patients from acute care to community care requires a multifaceted interaction between all health care providers and patients. Communication between parties is the key to a successful discharge, as this process represents one of the most vulnerable periods in health care delivery. Poor communication in a patient's discharge can result in post hospital adverse events, readmission, and mortality. These post hospital adverse events include medication-related problems that require visits to the emergency department or readmission, such as antibiotic-associated diarrhea, or therapeutic errors, such as prescribing medications that are known to 1 The rate of adverse events for in-hospital patients ranges from 2.5% to 7.5%, [2] [3] [4] although the recent literature suggests that the actual rate may be higher than previously anticipated. 5 Two recent North American studies found an incidence of post-discharge adverse events ranging from 19% to 23%, with adverse events accounting for 66%-72% of these. 4 To address this issue, numerous government institutions have developed patient safety organizations aimed at decreasing the incidence of adverse events through increased patient safety. 6 In 1999, it was estimated that the total cost of preventable adverse events in the USA was between $17 billion and $29 billion annually. 7 Likewise, the Canadian Patient Safety Institute estimated that the overall economic burden for adverse events in Canada was $1.1 billion, of which approximately $400 million were due to preventable adverse events. 4, 8 This estimate does not include costs of care after discharge or societal costs of illness. 8 Furthermore, more than one half of preventable adverse events occurring soon after discharge can be traced back to poor communication during the discharge process. 9 Other studies have found that medical errors are often the result of communication breakdowns between hospital staff, patients, and primary care physicians (PCPs). 10 Thus, it is imperative that efforts are made to reduce the rate of adverse events, and improving patient safety using discharge planning has been emphasized as a potential solution.
Discharge planning is the development of an individualized discharge plan for the patient prior to leaving the hospital, with the aim to reduce medical costs, improve patient outcomes, and reduce length of stay and unplanned readmissions. 11 The process strives to ensure that patients are discharged at an appropriate time and that sufficient support is accessible in the community when required. 11, 12 Many government institutions worldwide have adopted discharge planning and integrated it into national practices. In the USA, discharge planning is mandatory for all hospitals participating in Medicare and Medicaid programs. 11, 13 The UK initiated a discharge planning system that begins on the day of admission, [14] [15] [16] and in Australia the Victorian government identified four important components to discharge planning and implemented them across all public Victorian hospitals.
In 2011, a Cochrane review identified 21 randomized clinical trials assessing the efficacy of discharge planning. This review showed that discharge planning can reduce the length of hospital stay for all patients and readmission rates for elderly patients. 11 Despite the growing body of evidence and international emphasis on discharge planning, many institutions experience barriers to effective discharge planning. Furthermore, ineffective planning can result in delayed discharges, causing a backlog in the hospital system. For example, one study showed that patient transfers from the intensive care unit to acute care units was unsuccessful 33% of the time due to lack of acute care beds and this was a result of discharge delays in the acute care unit. 18 Consequently, many acute care units may prematurely discharge patients to relieve the pressure of bed unavailability. 19 These delays in effective discharges are often due to a breakdown of communication, including health care provider's perception of patient health literacy, lack of standardized discharge protocols, and lack of post-discharge support. 10, 19, 20 While there are many studies in the literature that highlight the importance of discharge planning, few studies have approached health care professionals and identified perceived barriers. The purpose of this paper is to identify barriers to effective discharge planning as identified by health care workers in an acute care medical teaching unit at a tertiary care center, and to suggest solutions to these barriers.
Materials and methods study and setting
The present study is a qualitative content analysis of the perceptions of health care providers about communication barriers to effective discharge planning. The study was conducted over the course of a 1-month rotation at the Ward of the 21st century (W21C), Unit 36, a medical teaching unit affiliated with the University of Calgary, Alberta, Canada. The focus of W21C is to conduct interdisciplinary research on health system safety and quality (see http://www.w21c. org). Nurses, allied health providers, internal medicine residents, and attending medical staff working in the unit were candidates for this study. The study was considered a quality improvement activity in which personal identifiable data were not revealed and participant anonymity was maintained. 
Data collection
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Barrier to discharge in an acute care medical teaching unit to provide their written answers. There was no limitation as to how long their answers could be. Answers were collected by researchers at the end of the shift. Answers were then cataloged based on the action identified, the services impacted, and the impact on the discharge process. Data were further categorized based on comments provided by health care providers (physician, allied health staff, residents, nursing staff), and specifically which process was being identified.
Data analysis
We conducted qualitative thematic analysis by identifying themes related to barriers affecting a successful discharge process. Answers to free text questions were grouped thematically using thematic analysis.
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Results
We received written comments from eleven allied health providers, 26 nurses, 25 internal medicine residents, and seven attending medical staff. We identified three broad themes related to barriers in the discharge process (Table 1) and two themes suggesting opportunities for improvement (Table 2 ).
Barriers to an effective discharge process 
lack of role clarity
Another important barrier identified was the lack of role clarity. Participants suggested that it was important to have all the relevant parties involved at the time of discharge planning as well as clarifying their tasks:
[…] unclear who ultimately has the responsibility to review the discharge plans, medications, follow-up appointments, eg, RN, person who wrote the discharge summary, senior resident.
lack of resources
Lack of resources was highlighted as a key issue with regard to achieving an effective discharge plan. Most of the participants considered not only the lack of resources allocated to acute care but also to community care as limiting adequate follow-up care:
In many ways I think the problem is more outside the hospital than inside -not enough GPs, finding resources.
Opportunities for improvement in discharge planning
Participants' comments about the barriers identified with regard to an effective hospital discharge plan were accompanied by opportunities to improve the process. These opportunities were grouped into two themes, as follows:
• Structure and function of the medical team, whereby additional documentation was suggested to improve the structure, including protocols to ensure effective and timely transition of care. The team highlighted the need to provide patients with information about follow-up appointments and educational materials. The team suggested reviewing the effectiveness of discharge rounds, emphasizing the need for a tool that will help them to communicate. A potential tool described by some of the team members was "bullet rounds", a condensed form of discharge rounds involving various members of the multidisciplinary team and occurring on a daily basis.
• Need for leadership
The team recognized that the lack of a consistent charge nurse often left the rotating nurses "out of the loop" regarding discharge planning. A solution to miscommunication amongst team members and to the lack of role clarity could be to create a new team care coordinator position. A team care coordinator will be vital because they can act as a central knowledge repository and can liaise with the rest of the team members, thereby coordinating the discharge process in an effective fashion.
Discussion
We have conducted a qualitative study exploring health care provider perceptions with regard to effective discharge from an acute care medical teaching unit. While our question was directed toward communication, our results identified three key themes, ie, communication gaps between team members, lack of role clarity within the discharge process, and a lack of resources. We were also able to identify opportunities "inconclusive information about further follow up with other services that were consulted during admission" amongst medical residents "Poor communication within the medical team (eg, patient still on iV meds, sc meds (insulin ss), home meds not restarted) -all delay discharge" "Doctors should put in discharge order have summary and prescription done evening before discharge. if stable in the morning, then discharge at 0900 hours" "Weekend discharges are tricky to arrange, especially if person left to discharge patient does not know him/her. cannot book appointments usually" Between medical residents and nurses "Discrepancy between the information given to patient/nurse and final decision after rounds" "Discharge plan not clearly documented in chart -this is the main way of communication between MD and rn, then rn caught off guard with discharge orders because it was not clearly communicated" Between medical residents and allied health "Teams don't always alert allied health services of our discharge plans. Patient may be ready medically for discharge, but not from a rehabilitation point of view. We need communication with these services probably more than once a week at discharge rounds" "Does not seem that teams review our [allied health] documentation. it is frustrating when i am reconsulted on a patient i am already involved with and working through a treatment plan" Between allied health and nurses "TS are notorious for not charting or charting in unknown location … we as floor staff need to know what is going on -are they waitlisted? are they eligible? it is usually us that attempt to answer the patient's questions. as well, knowing this information helps us get prep work ready in advance" amongst nurses "communication between charge nurse and unit clerks to organize paper work, fax med list and discharge summary, etc" Between acute care physicians and community care physicians "i think the largest issue is that our patients are very complicated and dictation's can take weeks post discharge. This can result in delay of important medical information to the primary physician. although we write written copies, they often are not brought to follow up appointments. i think we need to hire more transcriptions" "all tests that are to be done as outpatient should be written on discharge planning sheet with dates listed. same for follow up appointments. ensure consultation service who requests follow up leaves MD name and office number on chart" amongst the health care providers/multidisciplinary team "What is communicated/discussed/decided in discharge rounds is very rarely passed on to nursing (floor) staff. We need to be involved and in the loop. As often it is us that have parts to play as does PT/OT etc. We all need to know what goes on and what we can do to get patients ready to go" "Discharges don't always have 24 hours notice -cause communication breakdown when everyone is rushing" lack of role clarity "Unclear who ultimately has the responsibility to review the discharge plans, medications, follow up appointments (ie, rn, person who wrote the discharge summary, senior resident)" "Unclear roles of professionals at times, overlook the whole picture, lack of case management in a specified role" "lack of clear understanding of rehab role" lack of resources "Biggest issues in delayed discharges is lack of resources (eg, rehabilitation beds, nursing home beds, etc …). We usually plan early, whole team involved and there is nowhere for the patient to go!"
Abbreviations: MD, Doctor of Medicine; sc, subcutaneous; PT, physiotherapist; rn, registered nurse; OT, occupational therapist; sW, social worker.
for improvement. The main outcome of the study was implementation of bullet rounds and clarification of the role of the discharge coordinator in the medical teaching unit. Poor communication between health care providers was identified as a major overarching issue. Physicians, residents, medical clerks, nurses, allied health staff (eg, physiotherapists, occupational therapists, social workers, transitional services nurse, dietitians, pharmacists), mental health unit clerks, different educators (eg, diabetes, anticoagulation) are all involved in the discharge process. There are simply too many links in 
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Barrier to discharge in an acute care medical teaching unit this chain that can be broken. Since the Institute of Medicine's groundbreaking publication entitled "To Err Is Human: Building a Safer Health System", and its follow-up publication entitled "Crossing the Quality Chasm: A New Health System for the 21st Century", poor communication has been identified as a major contributor to medical errors. 22, 23 More recent literature shows that poor communication between medical teams accounts for up to 70% of medical errors. 24 In an effort to increase inter-team communication, the idea of bullet rounds, a condensed form of discharge rounds, was introduced to the medical teaching unit. Studies have shown that short discharge rounds conducted in a multidisciplinary environment can increase communication between parties, shorten a patient's length of stay, and ensure continuity of care. [25] [26] [27] Bullet rounds occur on a daily basis between the senior resident and/or the attending staff physician, the charge nurse, the discharging coordinator(s), and the allied health staff. Six key points are addressed in this meeting, including an estimate of the expected length of stay for patients; which patients are to be discharged immediately and what are the barriers to their discharge; where the patient is being discharged to; what is the patient's medical plan for the day; what needs to be addressed in the medical plan before considering discharge; and are there any outpatient appointments or follow-ups that should be set before discharge? These rounds present the opportunity for all health care providers to report their progress or barriers with a patient and to provide a quick snapshot of the patient's discharge status. More lengthy discussions take place outside of bullet rounds in a team or family meeting. A follow-up study will be conducted to evaluate the effectiveness of the bullet rounds.
Communication between health care providers and patients is vital for patient safety and the quality of care received. Studies have shown that positive patient experiences have been linked to patient health status, 28 while negative patient experiences have been linked to adverse health outcomes. 29 Miscommunication in patient instructions and unclear follow-up appointments can lead to post hospital adverse events, patient dissatisfaction, confusion, and delays in discharge. 4, [30] [31] [32] [33] Participants indicated that patients would benefit from receiving a discharge summary that included clear follow-up instructions and appointments, and could also serve as a tool to assist in medical reconciliation. Since this study was conducted, the University of Calgary in partnership with Alberta Health Services (the provincial health authority) and iterative consultation with multiple clinical stakeholders as well as patients and family developed an electronic transfer of care communication tool that generates transfer of care summaries. The tool was built on the already functioning electronic platform (Sunrise Clinical Manager, Eclipsys Corporation, Boca Raton, FL, USA) that physicians use to manage inpatient orders and to access patient medical records, diagnostic imaging, and laboratory results. Currently, a randomized clinical trial is underway assessing the efficacy of the transfer of care summary in regards to adverse events, readmission, and mortality, with secondary endpoints of timeliness and patient and physician satisfaction. 34 It is thought that an electronic transfer of care summary can be at least a partial solution to poor health care provider-patient interaction. 34 When leaving the hospital, patients receive a full copy of their transfer of care summary which contains information about their follow-up appointments. The summary clarifies the status of the appointments, indicating if the appointment has already been scheduled, in which case the date and time of the appointment is included (eg, for follow-up magnetic resonance imaging), whether the clinic 
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Okoniewska et al will be contacting the patient to schedule an appointment (eg, internal medicine clinic), or whether the patient is required to arrange the appoint on their own (eg, with family doctor). In addition, these summaries are uploaded onto the provincial health network (NetCare) and made available to family physicians within a week of discharge. The transfer of care summaries also include follow-up instructions for the general practitioner, with instructions regarding what laboratory tests need to be conducted. A lack of role clarity in the discharge process was identified as one of the key issues. It is therefore imperative to implement a discharge coordinator in order to improve the discharge planning process. Studies have shown that employing a discharge coordinator leads to improved discharge planning and a reduction in problems that patients face after discharge. 14, 35 Currently, the medical teaching unit is equipped with both a discharge coordinator and a discharge liaison to help facilitate the process, to ensure all issues have been addressed, and to ensure that the patient is aware of follow-up plans.
A lack of resources was also perceived as a key issue in the discharge process, particularly the lack of patient beds in an acute care center and resources for patients following discharge. A recent Cochrane review found that proper discharge planning led to a small reduction in length of stay and readmission rates in older patients with a medical condition. 11 It can be extrapolated from this evidence that a decrease in the length of stay could result in better bed availability and allocation.
We know that the transition from an acute care center to the community constitutes one of the most vulnerable periods for patients, with 23% of patients experiencing post hospital adverse events, 11% of which are either ameliorable or preventable. 1 Confusion often arises with regard to discharge instructions, medication regimens, and what community services are available to the patient. In addition, while many community services are available to patients after discharge, based on our results, there appears to be a gap in communication between health care providers, patients, and community services, creating a larger impression of resource scarcity. This gap can be bridged by better communication with the PCP, 36 post discharge support for the patient, 37 as well as translation of knowledge regarding community resources to the PCP. Enhanced communication with the PCP can be accomplished by timely electronic transfer of care summaries that include information regarding the discharge diagnosis, medications, pending test results, results of procedures, follow-up arrangements, and suggested future steps. 36, [38] [39] [40] Post discharge support in the form of frequent telephone follow-up has been shown to reduce the risk of readmission. 37, 41 Finally, since most patients require followup visits with their PCP, it makes intuitive sense that the PCP would be knowledgeable with regard to the community resources available and suitable for the patient. We would suggest frequent knowledge translation sessions between community resources and the PCP to help provide support to the PCP in such a task. With the help of these three interventions, we would predict that the impression of resource scarcity would diminish, although more research focusing on these three interventions simultaneously would be required before a definitive opinion can be expressed.
Conclusion
The present qualitative study explored the perceptions of health care providers with regard to barriers to discharge in an acute care medical teaching unit. Our findings indicate that the key issues are centered on communication, role clarity, and lack of resources. Communication can be enhanced by use of electronic discharge summaries and bullet rounds, while appointment of a discharge coordinator can help facilitate role clarity. The findings of this study can be used to aid future work in devising appropriate discharge strategies that are focused around the patient and communication between health care providers.
